the "flight" they reported that the patient withstood the lowered oxygen tension better than both individuals with the sickle-cell trait and normal control subjects.
Findlay, Boulter, and MacGibbon (1947) demonstrated invivo sickling in three sickle-cell trait carriers flying at 15,000 ft (4,570 m) and they advised that oxygen should be carried in all aeroplanes in which Africans are passengers. The sickle-cell trait is no longer an important risk in most commercial flights, but if, as on certain African routes, a Negro traveller must take an unpressurized aircraft it would be wise to ascertain the sickling status before departure. Under these exceptional circumstances even the relatively benign sickle-cell trait carrier should seek surface transport, unless at over 7,000 ft (2,135 m) oxygen can be continuously administered.
Patients with sickle-cell haemoglobin C disease seem to be at greatest risk and they should if possible completely avoid air travel. While continuous oxygen therapy could be made available in exceptional circumstances, it is not feasible as a normal commercial practice.
However, cases may be so benign as to be unsuspected until an in-flight incident occurs. The only way to avoid this situation would be to set up a screening system available to all Negro travellers, which would detect not only the presence of sickle haemoglobin but specifically cases of undiagnosed sickle-cell haemoglobin C disease, sickle-cell thalassaemia, and the unusual clinically benign cases of sickle-cell anaemia with persistent splenomegaly. The classical case of sickle-cell anaemia will almost certainly be already diagnosed. While air travel, even in pressurized aircraft, cannot be recommended for these latter patients it would seem that the risk of infarction in flight is surprisingly small.
AIRCREW FITNESS
Finally, though the foregoing reports relate to problems for airline passengers the question of sickle-cell disease and aircrew fitness needs careful consideration. Clearly, patients with the more severe sickle-cell disorders, including sickle-cell haemoglobin C disease, should not be allowed to fly as aircrew, and this attitude seems to be generally accepted. There is currently less agreement on the suitability for aircrew duties of sickle-cell trait carriers. Lewis (1970) 
Introduction
It is generally agreed that the diagnosis of carcinoma of the prostate should be confirmed microscopically before treatment is started. Though an extensive transurethral prostatectomy will nearly always confirm the diagnosis (Denton et al., 1967) , there is good evidence that a specimen taken for biopsy by needle is more reliable than a limnited specimen obtained via the urethra (Purser et al., 1967) . Estimates of the accuracy of needle biopsy, however, have ranged from 50 to 90% (Kaufman et al., 1954) up to 95% (Rinker and Shuman, 1952; Bianchi, 1956) .
While the perineal route has usually been used for taking tissue from the prostate by needle, Astraldi (1937) first described good results with the transrectal approach, and noted minimal morbidity in a series of more than 100 cases. The safety and efficiency of this approach has since been confirmed by Grabstald and Elliott (1953) , Grabstald (1954 Grabstald ( , 1956 ), Graham (1958) , and Daves et al. (1961 Williams et al. (1967) . The needle designed by Silverman (1938) was first used for taking prostatic tissue for biopsy by Peirson and Nickerson (1943) , who obtained satisfactory histological specimens in 86% of 36 cases.
In this study the merits of the Franzen and Silverman techniques are compared.
Franzen Needle Technique Transrectal aspiration of prostatic tissue was carried out in 138 patients by means of the fine needle and guide (see Fig.) designed by Franzen et al. (1960) . Early experience showed BRITISH MEDICAL JOURNAL 4 DECEMBER 1971 The results are summarized in Table I . In just over 10% of the cases unsatisfactory material was aspirated, even on repeated attempts; errors in diagnosis were made on nine occasions (6-5%). Thus a reliable diagnosis was made in 82% of the cases. There were no significant complications. that a Gillette Scimitar 10-ml or 20-ml disposable plastic syringe was as effective as the original specially designed aspirating syringe; other disposable syringes proved less satisfactory. No anaesthetic was used in these outpatients, all of whom tolerated the examination well.
The procedure was carried out with the patient in the left lateral position, up to four separate aspirations being performed. An account of this technique with details of the interpretation of smears has been published (Williams et al., 1967) . The criteria of malignancy were those described by Mason (1966) .
In order to establish the method in our hands, 21 cases of benign prostatic hypertrophy were investigated in this way before undergoing surgery. Six patients in the overall series were diagnosed on clinical grounds as having prostatitis. The remainder were, placed in the "clinically suspicious" and "clinically certain" categories of malignancy. The latter group included cases with hard craggy prostates on rectal examination, patients with characteristic bone deposits, and those with a sustained rise in the serum acid phosphatase. Some of these patients underwent transurethral resection, thus providing additional histological confirmation of the diagnosis. In the former group histological confirmation of the diagnosis was obtained less often; however, a positive diagnosis on Franzen aspiration led to hormone therapy which produced a diminution in obstructive symptoms in all cases. Serious complications did not occur after this procedure. In eight patients the urine changed from bacteriologically sterile to infected; however, since all these patients had indwelling catheters, the significance of this finding is uncertain. In 55 patients who were examined per rectum-after intervals o£ 3 to 24 months there was no evidence of tumour tracking along the needle path.
Discussion
In order to establish the diagnosis of carcinoma of the prostate effectively the procedure for obtaining material for biopsy should be simple, safe, and accurate.
The Franzen aspiration technique offers distinct advantages to the patient. The fine needle causes minimal discomfort, and is used on outpatients without anaesthesia; in addition, the risks are minimal- Esposti (1966) We therefore suggest that the Franzen technique be used initially as an outpatient procedure when the patient first attends; should the result prove unexpectedly negative, it can easily be repeated. However, should the second attempt prove unsatisfactory, or should the patient require a general anaesthetic for other reasons, such as for cystoscopy, the Silverman technique should then be used, as it is more likely to produce a positive specimen. Whichever method is used, we conclude that the transrectal approach is simple and accurate for the surgeon and safe for the patient.
The gel diffusion test is simple to perform and is economical in the use of detector antiserum but is not very sensitive and the results are not available for at least 24 hours. It is useful, however, in being readily adapted to making comparisons of antigenic identity. Counter current immunoelectrophoresis is more sensitive than gel diffusion and gives a definitive result in about two hours. This technique has the additional advantage of allowing the simultaneous demonstration of antigen and antibody in the test sample. It is, however, more extravagant in the use of antiserum than gel diffusion and there is an appreciable expense in the preparation or purchase of agarose films and ancillary equipment. The complement fixation test is the most sensitive of these three tests but it is more tedious to perform, is invalidated by anticomplementary sera, consumes very much more antiserum than the tests based on the precipitin reaction, and the results are not available for 24 hours (Blumberg et al., 1970) .
Latex Agglutination Test
It was felt that a need existed for a rapid test with a sensitivity comparable to the complement fixation test which could be performed without elaborate equipment, and for this reason it was decided to investigate the possibility of using a latex agglutination technique. The latex agglutination test has become accepted for the detection of the rheumatoid arthritis factor (Singer and Plotz, 1956 ) and is widely used as a test for human chorionic gonadotrophin in the urine of pregnant women (Graham and Kalish, 1967) . Our experience shows that it is equally suited to the detection of HAA in human serum and plasma.
